This study examined the association between English language proficiency and health outcomes in a regional probability sample (n = 205) of elderly Chinese and Korean immigrants. Data support that these two Asian ethnic subgroups differ in English proficiency and health-related quality of life. Chinese and Korean elders had poorer health than the national norms, and poor English proficiency was associated with poorer outcomes for six of eight health outcomes measures. Implications for health care delivery and social work are discussed.
w hen a health care provider is unable to understand the nature of a patient's complaints, or the patient does not understand the treatment, serious health consequences can result. Culturally, not being fluent in English may become a critical factor for not seeking medical help when Asian immigrant elders want to save face by avoiding the embarrassment of communication difficulties (Mui, 1996a (Mui, , 2001 . As the populations of the United states' largest Asian immigrant groups continue to grow, more needs to be understood about their health care experiences, particularly as they relate to language difficulties and resultant health disparities. Data from the 2000 census indicate that the Asian American and Asian immigrant elderly population grew by 76 percent from 1990 to 2000. It is projected to grow by 246 percent from 2000 to 2025. This compares with 9.2 percent and 73 percent growth rates in the same years for the white elderly population (U.s. Census Bureau, 1990 Bureau, , 2001 . Although their numbers are growing, we know very little about their health status and health-related quality of life (Mui, 1996a) . The lack of data on Asian ethnic elderly people is due to several factors, including the preponderance of research focusing on the white elderly population (LaVeist, 1995) and the tendency to combine all Asian nationalities into a homogeneous group (Center for the study of Asian American Health, 2005) . Although these trends are diminishing, more needs to be done to understand the health-related quality of life of Asian ethnic elders and to recognize their varied and distinctive situations.
In comparison with the general older U.s. population, ethnic minority elderly people are the most underserved by the health care system (Damronrodriguez, wallace, & Kington, 1994; Mui, 2001 ; office of Minority Health [oMH], 2003) . The different worldview, norms, beliefs, and language proficiency of immigrant elderly people may influence their adjustment to aging, access to traditional health care services, and ability to cope with chronic illnesses. Ethnic minority status is also associated with low income, minimal education, substandard housing, and lack of opportunity (Mui, 2001; Mui & Kang, 2006) .
In 2004, the Centers for Disease Control and Prevention (CDC) reported that Asian Americans in general suffer "disproportionately" from diseases and that one of the contributing factors to this phenomenon is language difficulties and cultural barriers (CDC, 2004) . It has been noted that Asian American elders, particularly Asian immigrant elders, lack proficiency in speaking, reading, and writing English (ryan, Mui, & Cross, 2003) . recognizing the association between health disparities and English language proficiency, this article explores how English proficiency affects the quality of life of two of America's largest Asian ethnic minority groups: elderly Chinese and Korean immigrants.
HealtH Disparities, englisH proficiency, anD language Barriers Demographic and immigration trends suggest that increasingly the U.s. elderly patient population is linguistically and culturally diverse (CDC, 2004; oMH, 2003) . This shift raises expectations that health care professionals be culturally competent practitioners, an expectation demonstrated in the Joint Commission on Accreditation of Healthcare organizations' (JCAHo) requirement that, beginning in 2006, hospitals and other health care organizations must document each patient's language and communication needs ("JCAHo standard," 2005) . overcoming language barriers is an important aspect of health care access and quality when assessing the ever-increasing linguistic diversity among those seeking health care vis-à-vis empirical findings indicating that poor communication between ethnic minority patients and white health care professionals may contribute to disparities in health (oMH; U.s. Department of Health and Human services [HHs], 2005; woloshin, Bickell, schwartz, Gany, & welch, 1995) .
Poor communication between patients and health care professionals has been linked to poor health outcomes and poor medical compliance (woloshin et al., 1995) . we hypothesize, therefore, that Asian elders with limited English proficiency will have poorer health outcomes. This association has not been empirically tested despite the importance of language in building provider-patient rapport and in communicating treatment alternatives. Data suggest that cultural differences and communication failures are responsible for the racial health disparity among other minority groups (Underwood & Adler, 2005) . These disparities are particularly acute for elderly Asian immigrants whose limited English proficiency leaves them vulnerable to a higher level of provider miscommunication than is observed among their white counterparts (HHs, 2005) . Not being fluent in English results in a language barrier that negatively affects the patient's educational process and limits his or her access to clear information on treatment alternatives. when professional translation services are unavailable, inadequate medical explanation and interpretation can be considered discriminatory against those whose primary language is not English-a problem exacerbated by the failure of government to adequately fund access to medically trained interpreters (woloshin et al.) . From the standpoint of the service sector, this lack of translators reflects either unwillingness or an inability of health care providers to attract and keep bilingual employees and volunteers.
conceptual framework
According to the life course perspective, understanding an elderly person's aging process requires consideration of his or her individual, historical, cultural, and social contexts (settersten, 2003; stoller & Gibson, 1999) . From a sociocultural perspective, health beliefs and symptom expressions are defined by culture (Grau & Padgett, 1988; Mui, 2001; Mui & Kang, 2006) . The expression of health and illness may be shaped by cultural values and norms governing perception, interpretation, meaning, and valuation of the discomforting experience. In addition, because of differences in migration, acculturation, length of stay in the United states, English proficiency, and other social circumstances, the different groups of elderly Asian immigrants may have different ways of coping with life stresses and differing preferences for medical and personal assistance (Mui & Kang) .
Different sociocultural situations determine life chances and life stresses. These life experiences also shape the Asian immigrant elder's way of coping and the availability of coping resources. Each Asian immigrant group may have gone through war-related trauma or political turmoil before emigrating. They are also less likely to have formal education. These life experiences and accumulated stresses may affect their acculturation, English language proficiency, and health status (Mui, 1996b (Mui, , 2001 . As immigrants in the United states, Asian elders are often disadvantaged and underprivileged by age, ethnicity, class, and language (Mui & Kang, 2006; stoller & Gibson, 1999) . Understanding these human dimensions helps health care providers to appreciate Asian immigrant elders' accumulated personal struggles, social reality, and health-related quality of life. To deepen social work practitioners' understanding of these issues, we examined the impact of English language proficiency on health outcomes among Chinese and Korean elderly immigrants after taking into account the effects of sociodemographic factors, coping resources factors, life experience, and other acculturation stress factors. Data used for this study were drawn from a subsample of Chinese (n = 105) and Korean (n = 100) immigrant elderly groups from the Asian American Elders in New York City survey, a comprehensive study sponsored and conducted by the Asian American Federation of New york (AAFNy) in 2000 (ryan et al., 2003) . The original study explored how health, mental health, financial well-being, informal support system, formal service utilization, acculturation and immigration experiences, and quality-of-life issues related to depression and overall life satisfaction among elderly members of the Chinese, Filipino, Indian, Japanese, Korean, and Vietnamese communities of New york City. For the present study, only Chinese and Korean groups were used to examine between-group differences in English language proficiency and health outcomes. These two groups were selected because their sizes were large enough for meaningful comparison.
The sampling, data collection, and data processing in the AAFNy study were conducted by a research team from Harris Interactive Inc. The sample was drawn from a 1990 U.s. Census list of more than 5,785 block groups in the five boroughs of New york ranked according to the percentage of Asian households recorded. A cut-off was made when 60 census block groups (primary sample units or PsUs) were reached, representing 70 percent of all Asians age 65 and older contained in the 1990 census data. For each of the 60 selected block groups, 100 to 150 households were listed and then screened by bilingual interviewers for study inclusion. No household substitution was allowed. one respondent per household was interviewed. If more than one eligible respondent lived in the household, then the person who had most recently celebrated a birthday was selected as the respondent. A detailed description of the study's sampling technique can be found in the original AAFNy research report (ryan et al., 2003) .
In-home interviews were conducted between February 2, 2000, and May 31, 2000. The completed survey response rate was 84.3 percent of those eligible to participate. All sample respondents were foreign born, having immigrated to the United states at a median age of 54. Interviews averaged one hour and 30 minutes and were conducted in English, Chinese, Tagalog, Hindi, English, Korean, and Vietnamese. Interviewers for each Asian ethnic subgroup received a bilingual interviewing manual and a set of instructions so as to minimize systematic errors and to increase interrater reliability. The questionnaire was prepared in English and was translated and back-translated into different ethnic languages by panels of bilingual professionals to ascertain that the items were culturally valid and conceptually and linguistically consistent. The respondents were administered the questionnaire in either English or the ethnic-native language they preferred. Most participants used the native language questionnaire consistent with their ethnicity; Japanese elders all used the English questionnaire.
measures
The outcome measure for this study was the score on the sF-36 Health survey, a standardized instrument that measures health outcomes. The 36-item sF-36 consists of ratings on overall quality of life and on eight health and mental health subscales widely used in health surveys as quality of life constructs affected by disease and treatment (ware, 1995) . Each of the eight subscales was transformed from raw scores into percentage scores with a range from 0 (poor health/functioning) to 100 (excellent health/functioning). The sF-36 is used as a standardized tool for assessing patient outcomes in medical practice and clinical research by comparing the sample's eight subscale scores with U.s. elderly population norms.
In accordance with the life course perspective, the predictor variables in this study included measures for life stressors, coping resources, and sociodemographic factors. English proficiency was conceptualized as a life stressor because it represents a source of stress for Asian elderly immigrants when they need to adapt and cope with the language demands of the host culture. respondents rated their ability to speak, read, and write English on a scale ranging from 0 = not well at all to 3 = very well. These responses were tested individually and combined to create a measure of overall language proficiency (range = 0 to 9).
results
In terms of the sF-36 health outcome indicators, there were statistically significant group differences between national norms and the Chinese and Korean immigrant elderly responses. overall, Chinese and Korean elders in this sample were at risk of poor health outcomes when compared with the general elderly population on all health outcome scales except bodily pain (Table 1) . Both Chinese and Korean elders reported significantly better scores on bodily pain, suggesting that these Asian immigrants may have higher pain tolerance than their U.s. peers. Asian cultures encourage endurance. This may affect how pain is reported. Table 2 presents a descriptive profile of the Chinese and Korean elderly groups in the sample. The two Asian subgroups were significantly different on almost all the sociodemographic, coping resources, and life stress variables-reinforcing the heterogeneity among Asian ethnic groups. The Korean elders reported a shorter length of residence in the United states (M = 16.3 years; SD = 8.1) than the Chinese group (M = 26.2 years; SD = 14.8). Chinese elders were more likely to be male, live alone, and receive Medicare Part A. The Chinese were slightly older than the Korean respondents on average (75.1 versus 72.3 years) and had significantly more respondents who were 75 and older (47.6 percent versus 37 percent). The vast majority of the Chinese (70.7 percent) and Korean (81.4 percent) elders reported annual household incomes of less than $10,000. Korean elders were also less likely to receive Medicaid (38.1 percent) than the Chinese elders (58.3 percent) and were more likely to receive supplemental security Income (64 percent versus 36 percent).
of particular importance to this study was the finding that Chinese and Korean elders were statistically different in rankings of proficiency for reading, speaking, and writing in English (Table 2) . Although the Korean elders reported a higher level of overall English proficiency than did the Chinese group (M = 2.20 and M = .96, respectively), the percentage data suggest that about 90 percent of these two groups of Asian immigrant elders were not able to speak English well, if at all. Among the Chinese elders, 92 percent reported they did not speak English well. The same was true for more than 89 percent of the Korean elders. Consistent with the reported levels of speaking fluency, many more of the Chinese elders reported no ability to read or write in English (78.1 percent and 82.9 percent, respectively) compared with their Korean counterparts (47.0 percent and 45.0 percent, respectively). Fewer than 2 percent of Chinese elders and 4 percent of Koreans reported an ability to read or write English very well. Taken together, these findings indicate that the majority of these Asian immigrant elders are severely disadvantaged in their ability to negotiate the U.s. health and social systems, and social contracts, outside of their immediate family or cultural enclave communities.
regarding life stressors, the Chinese sample had poorer overall language proficiency (M = .96, SD = 1.86 versus M =2.20, SD = 2.25), reported more medical conditions (M = 3.35, SD = 2.65 versus M = 2.50, SD = 1.48), reported significantly higher depression (M = 11.4, SD = 7.7 versus M = 7.8,SD = 5.8), and had more stressful life events (M = 1.78, SD = 1.49 versus M = .90, SD = 1.14). Interestingly, the two Asian elderly groups had similar levels of family expectations and perceived cultural gap; although, the Chinese elders reported more assistance from children then did their Korean counterparts (M = 3.74, SD = 2.41 versus M = 3.31, SD = 2.42, respectively). subscales (n = 55) (n = 63) (n = 442) (n = 50 ) (n = 37) (n = 264) Health-related Quality-of-life indicators Table 3 presents statistically significant results of the oLs regression analyses modeling predictors of the eight sF-36 health-related quality-of-life domains. These eight models contained data for the entire sample, with ethnicity being dummy coded to test the predictive value of Chinese (coded 1) and Korean heritage. when considering the health quality-of-life outcomes, the independent variables in all eight .33**** *p < .05. **p < .01. ***p < .001. ****p < .0001.
statistically significant models (p < .0001) tell the most about predicting the respondents' general health (R 2 = .53) and emotional functioning (R 2 = .50) and the least about predicting respondent's bodily pain (R 2 = .34). The data suggest that ethnic group is a significant predictor of variance in six of eight health-related quality-of-life outcomes. other things being equal, Chinese elders were more likely to score higher than Korean elders in physical functioning (b = .45), general health (b = .31), and vitality (b = .22). on the other hand, Korean elders reported fewer physical limitations (b = -.18), emotional limitations (b = -.31), and mental health problems (b = -.25). Predictors most frequently significant across the health outcomes were depressive symptoms (seven outcomes), and ethnic group and language proficiency (six outcomes each). Medicare Part A coverage was significant for four outcomes; assistance from children, two outcomes; and gender, age, and number of medical conditions, one apiece. These findings demonstrate the importance of language proficiency in predicting variance in six of eight sF-36 health outcomes. Language proficiency was also the most powerful predictor of the mental health outcome scale (b = .30). only bodily pain and emotional limitations were not predicted by language proficiency.
Discussion
The sF-36 health-related quality-of-life subscales proved to be reliable measures for use among Chinese and Korean immigrant elders. This study's data suggest that there is substantial variation in the health-related quality of life between these two Asian elderly groups. The bivariate analyses findings suggest that Chinese elders reported worse health outcomes than the U.s. norms, an observation that is not consistent with earlier studies using small convenience samples of Chinese American elders (Azen et al., 1999; Jackson et al., 2000) . Korean elders were worse off than national norms in five of eight health outcome subscales but were stronger and more resilient than the general older population in physical functioning, emotional limitations, and bodily pain.
Group variance observed in this study reinforces the importance of service providers being careful not to assess Asian elderly people as a single group. The study found that Chinese and Korean elderly people differ in sociodemographic backgrounds, health insurance coverage, English proficiency, support from children, length of stay in the United states, life stressors, perceived cultural gap, and health-related quality of life. Based on the regression analysis, interventions designed to support improvement in Chinese and Korean immigrant elders' health-related quality of life need to address the following issues: self-reported depressive symptoms, language proficiency, Medicare coverage, and availability of social support from children. The relative place of language proficiency as a predictor of quality of life among these immigrant elders points to the importance of training culturally competent health care providers.
The findings support our primary research hypothesis that acculturation stress in the form of poor English proficiency is associated with poor health outcomes for the Chinese and Korean immigrant elderly people in the sample. In fact, these findings demonstrate that language proficiency was second only to depressive symptoms in predicting variance in six of the health quality-of-life outcomes. These findings support CDC research (2004) that Asian Americans may suffer more health problems because of language and cultural barriers. They support the argument that immigrant patients are less likely to receive quality health care because of language and cultural barriers (oMH, 2003; woloshin et al., 1995) .
For Chinese, Korean, and other elderly immigrants with limited English proficiency, the psychosocial adaptation process in the United states becomes a major source of life stress (Mui, 2001) . From a stress-coping perspective, the Chinese and Korean immigrant elders' poor health status may also be due to excessive acculturation stress associated with other factors, such as prejudice, micro-aggression, overt racism, and discrimination. Each of these factors is exacerbated by an inability to speak English (Mui, 1996a (Mui, , 2001 . For these immigrant elders, this language barrier becomes a newly acquired social disability that affects their self-esteem, family status, and authority within their family system (Antle, 2004) . The absence of proficiency to communicate in the dominant language can result in social isolation, a sense of insecurity, lack of access to important information provided by the mainstream media, an inability to make friends, and many other social and psychological losses. According to a social model of disability, people with disabilities are affected more by their social world than by the actual reality of the disability (Antle) . Immigrants with a poor command of English can feel disabled when their inability to communicate leads to fear about being victimized or stigmatized, worry about interpersonal discomfort and embarrassment, or stress over other's reactions to their inability to communicate in the dominant language (Antle) .
The association between English language proficiency and poorer health outcomes places a challenge on the health care delivery system. As noted earlier, limited language proficiency affects several aspects of health care delivery: the quality of communication between patients and health care professionals; the patient's unwillingness to seek medical treatment because of the hassles associated with communicating through an interpreter; or patients' fear of not being understood by the doctor (Damron-rodriguez et al., 1994; woloshin et al., 1995) . Psychologically, immigrant elders may feel that they are losing control, losing a sense of security, and losing face because they need to ask for an interpreter to help them deal with their medical situation (woloshin et al.) . These associations are worthy of more empirical analysis. The association between language proficiency and health quality-of-life outcomes noted in this study underscores the importance of the availability of expert interpretation in medical care situations. such availability is an area for further analysis due to the clinical consequences that can result when medical diagnostic and treatment recommendations are lost both ways in translation.
HHs requires provision of equal accessibility to patients with limited English skills. Professional translation services must, therefore, become part of the basic health care delivery system. Due to the lack of explicit guidelines, lack of public sector funding, failure of organizations to provide incentives for recruitment of bilingual staff, and lack of enforcement of this mandate, the requirement has not been consistently implemented. Based on the findings reported here, poor English proficiency is a predictor of poorer health outcomes among Chinese and Korean elderly people. This outcome may well be true for other immigrant groups and should be studied.
social workers must consider the association of language proficiency and health-related quality of life among elderly Chinese and Korean Americans when assessing the need for medical care, mental health care, and personal social services among these elderly groups. social work leaders in service provider organizations need to take the lead in identifying means to provide expert interpreters for their non-English-speaking clients. Ideally, these individuals are bilingual staff members. If that standard cannot be met, efforts to develop partnerships with community organizations and groups who can provide expert bilingual interpreters must be undertaken. Models for training incentives (NyC Department of Education, 2006) and community collaboration can be found in the education (Lara-Alecio, Galloway, Irby, & Brown, 2004) and community health literature (Meister, warrick, de Zapién, & wood, 1992) . Improving Chinese and Korean elders' access to English-asa-second-language classes can also improve communication between these immigrant elders and their health care providers. It is also important for social workers to advocate that government materials on such programs as Medicare and Medicaid are readily available in Chinese and Korean both online and in printed brochure format. social workers in health care settings can learn from all these examples and work toward implementation of services and programs that move toward the elimination of language proficiency as a deterrent to quality health outcomes among these vulnerable elderly groups. Equal access to comprehensive, culturally competent, community-based health care that is committed to serving the needs of elderly people from diverse ethnic backgrounds is an important mission for the profession. where language barriers are present, the social work practitioner has an obligation to locate competent translation resources for the elderly client and his or her family. The results of this study also demonstrate the heterogeneity found within Asian ethic groups in the United states. Each of these findings reinforces the importance of social workers and other health care providers being culturally competent practitioners while working to expand the availability of professional, trained medical interpreters.
